Despite the availability of effective therapeutic tools to significantly reduce cardiovascular risk (CVR) in Europe, a disturbing number of patients with cardiovascular disease (CVD) or people at high CVR do not achieve the guideline recommended standards for secondary prevention. In particular, their adoption of healthy lifestyles and adherence to cardioprotective medication are not appropriate. [1] [2] [3] These interventions are the cornerstones of primary and secondary CVD prevention and are highly effective, regardless of the underlying individual genetic risk. 4 The components of a healthy lifestyle (not smoking, regular physical exercise, healthy diet, weight control) have been well known by the public for decades and are repeatedly presented in magazines and newspapers. To understand and overcome this resistant discrepancy between scientific and public knowledge on the one hand and individual behaviour on the other, we need to focus on the psychological and social modulators of CVR.
Against this background, in a well-defined cohort of 29,226 patients (27% women) who had survived their first acute myocardial infarction (AMI) for one year (secondary prevention quality registry of SWEDEHEART 2006 SWEDEHEART -2014 , the association of subsequent cardiovascular events with the patients' socioeconomic status (SES) was evaluated. 5, 6 The SES was estimated by the patient's disposable income (DINC), level of education and marital status. The primary endpoint was defined as the first recurrent CVD event (non-fatal AMI, CVD death, fatal or non-fatal stroke) during follow-up. For statistical evaluation, three models were used by adjusting for sex, age and calendar year at baseline (model 1), adding common CVR behaviours and risk diseases in the calculations (model 2) and then including secondary preventive treatment variables (model 3).
The combined endpoint was not evaluated in its single components, which is a limitation of this study. Moreover, only considering the first event of the combined endpoint may be misleading to some degree, as non-fatal first events may be followed by additional events, including death, potentially modulating the clinical significance of the results. 7 It also has to be remembered that the presented results are based on a homogeneous, but highly selected, study population and extrapolations to other populations only can be made with caution. However, the complex scientific background dealing with numerous potential interactions and confounders certainly justifies this 'quasiexperimental' study design. Keeping these aspects in mind, the most important results can be summarized as follows.
During a follow-up period of 4.1 years, the primary endpoint occurred in 2284 patients (7.8%). On the basis of statistical model 3, the occurrence of the primary endpoint was inversely associated with the degree of DINC (hazards ratio 0.73; AE95% confidence interval 0.63-0.84; highest vs. lowest quintile). This significant inverse association did not depend on the degree of secondary prevention delivery, but may have been affected by the patient's compliance and adherence to treatment during follow-up -a potential causal link and partial explanation of the results, which has not been investigated in the present study. Although the patients with the highest income were more likely to be highly educated and to be married, the adjusted association of educational level or marital status with the occurrence of the primary endpoint was less clear, only showing a tendency of reduced CVR in patients with either a high level of education or being married. DINC was inversely associated with female sex, current smoking, reduced left ventricular ejection fraction, diabetes medication, obesity and reduced renal function, whereas statin treatment and participation in cardiac rehabilitation programmes were more common in patients with higher incomes.
Taken together, these results strongly suggest an increased DINC to be a potent driving force facilitating higher education and increasing adherence to effective secondary prevention, including a healthy lifestyle, medication and rehabilitation, and thereby reducing the individual CVR. Therefore DINC needs to be recognized as relevant modulator of the individual and population-based CVR and should be a focus of future scientific and socio-political investigations.
This view is strongly supported by the results of an increasing number of studies evaluating the relationship between SES, risk behaviour and CVR in apparently healthy people as well as in patients with CVD in different world regions, although this relationship may differ in some detail between low and high income countries. 8 The following examples are therefore not representative, but highlight the important issue of SES as a potent modulator of CVR.
Recent publications on SES and CVR
In a cohort of 22,688 apparently healthy female health professionals participating in the Women's Health Study (USA), CVD risk behaviours, risk factors and the relative risk of incident cardiovascular events were inversely related to education and income level. 9 Similarly, in a civil service population in London, a significant association between SES and mortality could be demonstrated, which substantially accounted for the variation in risk behaviours primarily associated with SES. 10 In major Indian cities, the social segregation of poor households was found to be associated with increased premature mortality, whereas segregation was unimportant in affluent households.
11 A multi-cohort study and meta-analysis of >1.7 million men and woman from World Heath Organization Member States impressively confirmed low SES to be associated with a significantly increased mortality. 12 A populationbased study of 4 million people in the UK showed that socioeconomically deprived participants were at a significantly higher risk of developing heart failure. 13 Similar associations have been found in patients with manifest CVD. The EUROASPIRE IV study reported that higher levels of education were associated with a significantly better control of CVR in patients hospitalized for acute coronary syndrome or revascularization.
14 Low levels of education have been shown to be associated with an increased risk of AMI-associated sudden death. 15 In a prospective observational study of 1368 patients in Ontario who survived at least one year after the index AMI between 1999 and 2003, functional recovery was the strongest modifiable predictor of long-term mortality. However, the extent of functional recovery was closely related to SES and was low in participants with a low SES. 16 In a cohort of 59,557 patients (31% women) surviving an AMI in 2002-2011, the mortality risk within the following year was doubled in patients with a low SES. 17 Obviously the association between SES and long-term prognosis is linked to risk behaviours being more prevalent in low SES populations and starting already in childhood. [18] [19] [20] [21] [22] [23] socio-economic factors (SES) 
Conclusions
The time has come to integrate SES into our routine estimation of the global and individual risks in CVD. CVR needs to be understood as a network of interacting risk factors, risk diseases and effective positive or negative risk modulators (Figure 1 ). Causal mechanisms between SES and CVD risk need to be investigated more intensively and it is our challenge to develop algorithms, not only to define more exactly the individual and global CVR, but also to find the best ways to reduce this risk. Finally, politicians need to significantly increase their engagement need to significantly increase their engagement in reducing socioeconomic isolation and deprivation within their areas of responsibility.
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